Three cases of cancer presenting at inguinal hernia repair are described. The importance of the awareness of this possibility is emphasized, and one finger routine mini-laparotomy exploration is recommended. In suspicious cases further access via epigastric vessel division is also recommended as is the value of histological examination of the hernial sac.
Introduction
Inguinal herniotomy is perhaps the most commonly performed elective surgical procedure, either alone or as the first stage of a herniorrhaphy. During this procedure the peritoneal cavity is breached, and this may give an opportunity to the surgeon to diagnose a concurrent intra-abdominal pathology. The following three cases were taken to the operating theatre for routine herniorrhaphy by the author within a twelve week period.
Case reports Case I A 65-year-old male was admitted with a 4 month history of right inguinal hernia associated with colicky abdominal pain. Intermittently, there had been some pain in his hernia on defaecation and the stools had been somewhat looser than normal since the development of his hernia. A standard preoperative clinical examination showed no other abnormality.
At operation a small indirect hernia sac was found with a marked bulge in the posterior wall of the inguinal canal. On opening the sac a moderate amount of blood-stained ascitic fluid was released from the peritoneal cavity. The On examination, the abdomen was found to be grossly obese and a note was made that there might possibly be an ill-defined central abdominal mass. There was a large easily reducible left inguinal hernia. His acute urinary retention was relieved by urinary catheterization and it was found on removing the catheter not to have recurred. Repair of his hernia was therefore elected.
At operation he was found to have an en glissade hernia, the fundus of the bladder forming the medial wall of a tense sac which passed to the bottom of the scrotum. The sac contained a moderate quantity of slightly purulent ascitic fluid. The serosal lining of the sac and coverings of the bladder were inflamed, and the bladder itself was enlarged and its wall thickened. The inferior epigastric vessels were divided after ligation to allow better examination of the abdominal contents. After this manoeuvre it was possible to feel a mass within the pelvic colon. Cronin and Ellis (1959) , but these all required emergency exploration. Examination of the fluid contents of a hernial sac is not a commonly used diagnostic procedure but has been described and advocated by Cardan (1975) to confirm the presence of haemoperitoneum should the patient coincidentally have an inguinal hernia. He considered this a better procedure than previously described abdominal paracentesis.
The presence of an intra-abdominal neoplastic tumour prolapsing into a hernia sac does not appear to be well described. Elliott (1972) reports the case of an epidermoid carcinoma of the bladder prolapsing in such circumstances, but a pre-operative diagnosis had been made in this case. However, Oppenheimer (1943) reported coincidental finding of transitional cell bladder carcinoma during hernia repair, and Marcus (1953) one in which three small transitional cell papillomata were found during partial cystectomy performed during hernia repair. Unsuspected bowel malignancy presenting as in the present cases has not been previously described, although Geelhoed, Millar and Ketchen (1974) 
